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(N) The average Medicaid reimbursement rate paid shall not
exceed the average private pay rate for the same period covered
by the facility’s Medicaid cost report. Any amount in excess will
be subject to repayment and/or recoupment. The comparison of
the average Medicaid reimbursement rate paid to the average
private pay rate paid will not result in a repayment and/or
recoupment until a facility has filed a cost report with a fiscal year
ending after January 1, 2001. For example, a nursing facility
with a December 31, 2000, year end cost report would not be
used in the private pay rate comparison while a cost report
ending on January 31, 2001, would be used in this comparison.
This comparison will not be performed for any nursing facility
licensed under Chapter 198, RSMo and operated by a district,
city or county and receives local tax revenues.

(O) The reimbursement rates authorized by this plan shall be
reevaluated at least on an annual basis in light of the provider's
cost experience to determine any adjustments needed to assure
coverage of cost increases that must be incurred by efficiently
and economically operated providers.

(P) Covered supplies, such as but not limited to, food, laundry
supplies, housekeeping supplies, linens, and medical supplies,
must be accounted for through inventory accounts. Purchases
shall be recorded as inventory and shall be expensed in the fiscal
year the items are used. Inventory shall be counted at least
annually to coincide with the facility's fiscal year or the end of the
cost report period, if different. Expensing of items shall be
recorded by adding purchases to the beginning period inventory
and subtracting the end of the period inventory. This inventory
control shall begin the first fiscal year ending after the effective
date of this plan.

(Q) Medicaid reimbursement will not be paid for a Medicaid
eligible resident while placed in a non-certified bed in a nursing
facility.
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